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Abstract: Evidence suggests that Arabic-speaking refugees in Australia seek help from informal 
sources, including religious and community leaders, when experiencing mental health issues. 
Despite their significant influence, there is scarce research exploring attitudes of Arabic-speaking 
leaders toward mental illness. The current exploratory study explored mental illness stigma and 
various factors among Arabic-speaking religious and community leaders. This study uses a subset 
of data from an evaluation trial of mental health literacy training for Arabic-speaking religious and 
community leaders. Our dataset contains the pre-intervention survey responses for 52 Arabic-
speaking leaders (69.2% female; mean age = 47.1, SD = 15.3) on the ability to recognise a mental 
disorder, beliefs about causes for developing mental illness, and two stigma measures, personal 
stigma, and social distance. Being female was associated with a decrease in personal stigma. An 
increase in age was associated with an increase in personal stigma. Correct recognition of a mental 
disorder was associated with decreased personal stigma, and after adjusting for age and gender, 
significance was retained for the I-would-not-tell-anyone subscale. Endorsing the cause “being a 
person of weak character” was associated with an increase in personal stigma. There is an urgent 
need for future research to elucidate stigma to develop effective educational initiatives for stigma 
reduction among Arabic-speaking leaders. 
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1. Introduction 
Arabic-speaking individuals represent a majority of the refugee population in 
Australia [1]. Indeed, Arabic was the top language spoken by humanitarian entrants who 
entered Australia between the years 2000 and 2014 with approximately 22% of 
humanitarian entrants speaking Arabic [2]. In the past five years, over half of the visas 
granted under Australia’s Refugee and Humanitarian Program were to individuals born 
in Iraq or Syria fleeing their country due to persecution, violence, and human rights 
violations [1]. Pre-migration experiences characterised by exposure to traumatic events 
and post-migration stressors place refugees at higher risk of developing mental disorders, 
particularly post-traumatic stress disorder (PTSD) and depression [3,4]. A systematic 
review of the literature on PTSD in Iraqi refugees resettled in Western countries revealed 
a prevalence rate ranging from 8% to 37.2% for PTSD and ranging from 28.3% to 75% for 
depression [5]. The elevated prevalence rate for developing mental disorders among 
refugees surpasses the general Australian population [6] and endures five years or longer 
after resettlement [7]. 
Citation: Krstanoska-Blazeska, K.; 
Thomson, R.; Slewa-Younan, S. 
Mental Illness Stigma and 
Associated Factors among  
Arabic-Speaking Religious and 
Community Leaders. Int. J. Environ. 
Res. Public Health 2021, 18, 7991. 
https://doi.org/10.3390/ijerph18157991 
Academic Editor: Paul B. 
Tchounwou 
Received: 16 June 2021 
Accepted: 26 July 2021 
Published: 28 July 2021 
Publisher’s Note: MDPI stays 
neutral with regard to jurisdictional 
claims in published maps and 
institutional affiliations. 
 
Copyright: © 2021 by the authors. 
Licensee MDPI, Basel, Switzerland. 
This article is an open access article 
distributed under the terms and 
conditions of the Creative Commons 
Attribution (CC BY) license 
(http://creativecommons.org/licenses
/by/4.0/). 
Int. J. Environ. Res. Public Health 2021, 18, 7991 2 of 13 
 
 
Despite elevated rates of mental illness and psychological distress, resettled refugees 
in Australia demonstrate low uptake of mental health services [8,9]. Instead, Arabic-
speaking individuals and refugees demonstrate a preference for informal sources of help 
such as family, friends, and religious leaders [10–12]. Several factors are suggested to 
contribute to low levels of professional help-seeking. One key concept related to help-
seeking behaviours and attitudes is mental health literacy (MHL) which is defined as: 
“knowledge and beliefs about mental disorders which aid their recognition, management 
or prevention” [13] (p. 182). Poor levels of MHL, particularly low levels of mental illness 
recognition and treatment knowledge consistent with Western biomedical models, have 
been reported in Arabic-speaking refugees resettled in Australia and their community 
leaders [9,14]. Notably, reduced levels of MHL have been associated with stigma [15]. 
Stigma may be conceptualised as an interaction of negative cognitions, emotional 
reactions, and behaviours [16]. Mental health-related stigma is especially prominent and 
problematic in Arabic-speaking communities [14,17]. 
Central to MHL are beliefs about the causes of mental illness. Although there is some 
evidence Arabic-speaking individuals endorse beliefs about mental illness consistent with 
biomedical models (e.g., chemical imbalance), supernatural and religious attributions of 
mental illness prevail in Arab society, even among medical students, paediatric hospital 
staff, and mental health professionals [18–20]. Stigmatising beliefs include mental illness 
originating from evil supernatural forces [21] or caused by a lack of faith and sin [14]. 
Stemming from the belief of the supernatural or higher-order origin of mental illness, 
seeking informal help from religious leaders or traditional healers is often the norm 
[14,22]. 
To understand the pervasiveness of stigmatising attitudes toward mental illness and 
help-seeking in Arab society, cultural influences of collectivism and the significance of the 
family unit must be considered. It has been posited that in collectivistic cultures, “non-
normal” behaviour is more obvious and less tolerated within the community [23,24]. 
Members of the public tend to react with discriminatory behaviours towards people with 
mental illness (PWMI), such as a desire to distance oneself from those with mental illness 
to avoid public stigma [16]. High levels of reluctance to associate with PWMI across a 
range of social situations and relationships, including friends, teachers, neighbours, and 
family members have been well-documented in studies conducted with Arabic-speaking 
individuals [21,25–27]. 
The presence of mental illness in the family unit typically brings dishonour, 
damaging reputation and social standing [10,28]. In turn, family members are commonly 
discouraged from seeking professional help [14]. Mental illness is particularly 
stigmatising for women [29] and it is common for women to experience feelings of shame 
and embarrassment about seeking help outside the family [30]. However, it has been 
suggested Arabic-speaking females are more likely to seek counselling from professionals 
compared to males, consistent with findings from the general Australian community [31], 
in addition to religious assistance [14]. 
1.1. Arabic-Speaking Religious and Community Leaders 
If help is sought for mental health problems, approaching religious and community 
leaders or traditional healers are often the first points of contact [14,32]. Religious leaders 
are swiftly available, willing to help individuals experiencing a crisis, and seeking their 
assistance is considered a less stigmatising and shameful action compared to seeking 
professional help [14]. Immigration and separation from traditional support may also 
prompt individuals who have migrated to new countries to seek greater affiliation with 
religious and community leaders [14,33]. 
General practitioners in the Australian Arab community reported leaders 
significantly influence whether an individual seeks professional mental health care such 
as from a psychiatrist or a general practitioner [14]. Despite their paramount influence, to 
our knowledge, only two studies exploring the attitudes of Arabic-speaking religious 
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and/or community leaders toward mental illness. A Ph.D. dissertation comprising two 
published papers involving religious leaders in Sydney revealed a majority of leaders 
endorsed “drug/alcohol addiction” (93.5%) and psychosocial issues (91.2–93.5%) as 
important causes of mental illness [34]. However, religious causes were also rated as 
important (57.1–84.7%). Muslim leaders endorsed religious causes such as the “will of 
God” or “spiritual poverty” as more important causes for mental illness compared to 
Christian leaders [34]. One leader interviewed indicated a lack of confidence in the 
Western approach where the physical body is treated with medication often resulting in 
little improvement [14]. 
A recent study investigated Arabic-speaking Catholic male clerics’ attitudes 
regarding mental health in Lebanon [35]. A majority (84.9%) believed they would 
recognise a patient with mental illness. However, this was not objectively measured using 
a vignette methodology. Concerning causal beliefs regarding mental illness, “traumatic 
childhood” and “drug/alcohol addiction” were endorsed as most important and 70% 
agreed chemical imbalance is a causal factor. Despite a majority denying religious causes, 
20–30% endorsed the notion that “spiritual poverty” and “demonic possession” are 
causes. Stigmatising attitudes endorsed by a majority of clerics equated a person with 
mental illness to a young child in terms of the control and discipline s/he requires, 
conveyed PWMI should have restrictions placed on their individual rights, and “are a 
burden on society”. Overall, the scarce research conducted to date seems to suggest 
Arabic-speaking leaders may hold stigmatising beliefs and attitudes, however, additional 
research is required. Moreover, an understanding of whether factors such as age and 
gender play a role in the stigmatising beliefs and attitudes toward mental illness held by 
Arabic-speaking leaders is important in developing targeted mental health promotion 
messages. 
1.2. Current Study 
The role of religious leaders in providing mental health care and facilitating help-
seeking processes within immigrant communities is crucial [36–38]. To promote and 
facilitate the uptake of specialised mental health treatment for refugees, there is a critical 
need to explore stigma among Arabic-speaking leaders. If leaders have high levels of 
stigma themselves, this will negatively impact help-seeking and attitudes toward mental 
illness in the community. The aim of the current study is to explore relationships between 
measures of stigma and various factors in Arabic-speaking religious and community 
leaders. Drawing from the previous literature, it was hypothesised good MHL (i.e., correct 
problem recognition, knowledge of causes), will be associated with lower levels of stigma 
[32,39,40]. It was hypothesised being female and younger will be associated with lower 
levels of stigma [19,39,41]. 
2. Materials and Methods 
2.1. Participants, Procedure, and Study Design 
The present study is a subset of a dataset evaluating an MHL training course for 
Arabic-speaking religious and community leaders in South Western Sydney, Australia 
[42]. A total of 54 participants undertook a 6 h MHL training workshop (see Slewa-Younan 
and colleagues [42] for an overview of the intervention and power analysis). Of these 
individuals, 52 participants completed a self-report survey prior to and immediately 
following training but this study only utilised the pre-intervention survey responses. The 
training was advertised via religious centres and refugee service networks within South 
Western Sydney. Participants comprised volunteers who approached the workshop 
coordinator for enrolment. Individuals met eligibility criteria to participate if they were 
from an Arabic background, recognised themselves as religious or other community 
leaders, regularly communicated with Arabic-speaking refugee populations, and 
possessed a level of proficiency of the English language to ensure the understanding and 
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the completion of the survey. The South Western Sydney Health Local District Research 
Ethics Committee (reference number 2019/ETH12040), jointly with Western Sydney 
University (H13411), provided approval of the research. Participants provided informed 
consent to participate in the study and for their data to be used in the research. Informed 
consent was obtained from participants when they attended the MHL training workshop 
and completed the pre-intervention survey. We would like to acknowledge that data from 
each participant in this study cannot be shared in order to comply with the protocols 
approved by the South Western Sydney Local Health District and Western Sydney 
University Human Research Ethics Committees. 
2.2. Measures 
The survey utilised in the current study is based on a survey developed by Jorm and 
colleagues [13] to assess MHL and has been adapted for refugee populations and utilised 
in a previous study by Slewa-Younan and colleagues [9]. Socio-demographic 
characteristics were also collected. 
2.3. Recognition of PTSD as Dawood’s Main Problem 
Previous studies have validated the use of a vignette for measuring MHL [43]. A 
culturally valid vignette portraying an Iraqi male refugee (“Dawood”) was used to assess 
participants’ ability to recognise Dawood’s mental health problem as PTSD. Dawood’s 
character met the 5th edition of the Diagnostic and Statistical Manual of Mental Disorders 
criteria for PTSD [44]. After participants read Dawood’s story, they were presented with 
an open-ended question: “What, if anything, do you think is wrong with Dawood?”. 
Open-ended responses correctly recognising Dawood’s character as having PTSD were 
coded as “Yes” if they mentioned any of the following wording: “PTSD”; “post-traumatic 
stress disorder”; “post-trauma/tic-stress/disorder”; and “PTS”. Responses that did not 
mention any of the aforementioned wording were coded as “No”. 
2.4. Stigmatising Attitudes 
Stigmatising attitudes toward mental illness were assessed via a personal stigma 
scale and social distance scale. The personal stigma scale assessed participants’ personal 
attitudes towards the character depicted in the vignette (“Dawood”) using statements 
adapted from an Australian National Survey [43,45]. Participants responded to seven 
statements assessing personal stigma using a 5-point Likert-style scale (1 = strongly 
disagree to 5 = strongly agree). The personal stigma scale was made up of three subscales: 
Dangerous/unpredictable, Weak-not-sick, and I-would-not-tell-anyone. The 
Dangerous/unpredictable subscale comprised items about Dawood’s dangerousness or 
unpredictability due to mental problems (e.g., “Dawood’s problem makes him 
unpredictable”). The Weak-not-sick subscale comprised items about the legitimacy and 
controllability of Dawood’s problems and the weakness of Dawood’s character (e.g., 
“Dawood’s problem is not a real medical illness”). The I-would-not-tell-anyone subscale 
comprised one item assessing if the participant would tell others if they had a problem 
like Dawood’s (“You would not tell anyone if you had a problem like Dawood’s”). The 
three subscales have been validated via structural equation modelling using data from a 
large Australian adult national survey [43] and utilised and validated in previous studies 
[46,47]. Higher scores for each subscale indicated higher levels of personal stigma. 
The second measure of stigmatising attitudes toward mental illness comprised a 
Social Distance scale using statements developed by Link and colleagues [48]. The Social 
Distance scale assessed participants’ willingness to participate in various hypothetical 
relationships (e.g., neighbour, friend, colleague) with Dawood [48,49]. Participants were 
asked whether they would be happy: “to move next door to Dawood”; “to spend an 
evening socialising with Dawood”; etc. Participants responded to five statements 
assessing Social Distance using a 5-point Likert-style scale (1 = strongly disagree to 5 = 
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strongly agree). A total Social Distance score was calculated by summing up the responses 
to each item. Higher scores indicated a greater desire for social distance. 
2.5. Beliefs about Causes for Developing Mental Illness 
Participants answered a question about possible causes of Dawood’s problem. 
Participants were asked: “How likely do you think each of the following is a factor in this 
sort of problem developing in anybody?”. Eleven causes were presented including 
“Punishment from God”, “Experiencing a traumatic event”, and “Being a person with a 
weak character”. Participants rated each item as “very likely”, “likely”, or “not likely”. 
For analysis purposes, responses for causes were recoded into 1 = “likely” (“likely” and 
“very likely” collapsed) and 0 = “not likely”. 
2.6. Statistical Analyses 
Statistical analyses were performed using the Statistical Package for Social Sciences 
(SPSS 26.0 for Mac, IBM Corp., Armonk, NY, USA). Firstly, a non-parametric Kendall’s 
Tau-b correlation was run to determine relationships between stigma scales. To test 
whether socio-demographic variables predicted stigma scale scores, standard multiple 
regression analyses with bootstrapping based on 1000 samples were performed with a 
stigma scale as the dependent variable and age and gender as independent variables. For 
the multiple linear regression models, percentage variance was presented based on R2. To 
measure the effect of stigma on the ability to correctly identify PTSD as Dawood’s main 
problem, four binary logistic regression analyses were undertaken with correct 
recognition of PTSD as the dependent variable and a stigma scale as the independent 
variable. Because age and/or gender predicted some stigma scales, logistic regression 
models were adjusted for age and gender thereafter. 
To explore whether stigma affected the likelihood of endorsing a cause as “likely” 
for developing a problem like Dawood’s, a series of binary logistic regression analyses 
were performed. For each logistic regression analysis, a cause (e.g., “Punishment from 
God”) was entered as the dependent variable and a stigma scale (e.g., “Weak-not-sick”) 
was entered as the independent variable. Because age and/or gender predicted some 
stigma scales, logistic regression models were adjusted for age and gender thereafter. 
Logistic regression results were presented as odds ratios. A p < 0.05 was considered 
statistically significant. 
3. Results 
Socio-demographic characteristics of participants are presented in Table 1. A 
majority of the stigma scales were significantly correlated (Table 2). To reduce the risk of 
collinearity, separate regression analyses were conducted when exploring associations 
between each stigma scale and socio-demographic variables, correct recognition of PTSD, 
and endorsement of a cause. Means and standard deviations for stigma scale scores were: 
Weak-not-sick (M = 7.5; SD = 3.2); I-would-not-tell-anyone (M = 2.0; SD = 1.1); 
Dangerous/unpredictable (M = 6.2; SD = 2.4); Social Distance (M = 9.3; SD = 2.3). 
Table 1. Socio-demographic Characteristics. 
Characteristics 
Pre-Training (n = 52) * 
N Valid % 
Gender   
Male 16 30.8 
Female 36 69.2 
Age (M, SD) 47.1 (15.3) 
Country of Origin (top 3)   
Iraq 18 33.3 
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Australia 13 24.1 
Lebanon 8 14.8 
Organisations represented by participants   
Churches/Mosques 17 32.7 
Non-government organisation 21 40.4 
Government organisation 14 26.9 
Language spoken at home (top 3)   
Arabic 39 72.2 
English 7 13 
Assyrian 2 3.7 
Marital Status   
Never married 7 13.7 
Married 35 68.6 
Fiancée/partner 2 3.9 
Divorced 6 11.8 
Widowed 1 2 
Education   
High school 3 5.6 
Certificate 5 9.3 
Diploma 5 9.3 
Bachelor 31 57.4 
Masters 6 11.1 
For those born overseas   
Years in Australia (M, SD) 17.6 (10.9) 
Arrival status in Australia   
Refugee 7 19.4 
Migrant 29 80.6 
Religion   
Muslim 34 65.4 
Christian 17 32.7 
* Due to missing data may not add to 52. 
Table 2. Kendall’s Tau-b Correlations of Personal Stigma Subscales and Social Distance Scale. 
Variable I-Would-Not-Tell-Anyone Weak-Not-Sick Dangerous/Unpredictable 
I-would-not-tell-anyone    
Weak-not-sick 0.43 ***   
Dangerous/unpredictable 0.50 *** 0.34 ***  
Social distance 0.18 0.20 0.33 ** 
*** p < 0.001; ** p < 0.01 (2-tailed). 
3.1. Stigmatising Attitudes and Socio-Demographic Factors 
Bootstrapping, a non-parametric resampling procedure, was used to test for 
statistical significance because the Kolmogorov–Smirnov test revealed the personal 
stigma subscales and Social Distance were not normally distributed (p < 0.05). For the 
regression analysis with Weak-not-sick as the dependent variable, gender (male = 1; 
female = 2) had a significant negative regression weight. Females were found to have 
lower Weak-not-sick scores compared to males, after controlling for age (Table 3). Age 
had a significant positive regression weight, indicating for a unit increase in age there was 
an increase in Weak-not-sick scores, after controlling for gender (Table 3). Age and gender 
explained 27.8% of the variation in the Weak-not-sick score. For the regression analysis 
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with Social Distance as the dependent variable, bootstrapped coefficients revealed age 
had a significant positive regression weight, indicating for a unit increase in age there was 
an increase in Social Distance, after controlling for gender (b = 0.04, Bias = 0.00, Bootstrap 
SE = 0.02, 95% CI = 0.00, 0.08, p = 0.042). Age and gender explained 7.1% of the variation 
in the Social Distance score. Regression analyses with I-would-not-tell-anyone and 
Dangerous/unpredictable as dependent variables did not reveal significant differences. 
Age and gender explained 6.4% of the variation in the I-would-not-tell-anyone score. Age 
and gender explained 10.9% of the variation in the Dangerous/unpredictable score. 
Table 3. Bootstrap coefficients for multiple linear regression model of socio-demographic predictors of Weak-not-sick 
subscale, with 95% percentile confidence intervals. Confidence intervals and standard errors are based on 1000 bootstrap 
samples. 
Model B Bias SE p 95% CI (Lower, Upper) 
Constant 7.27 −0.07 2.25 0.003 2.97, 12.00 
Gender −2.06 −0.01 0.91 0.036 * −3.86, −0.08 
Age 0.08 0.00 0.03 0.011 * 0.03, 0.13 
Note. n = 50 due to missing data; B = Bootstrap regression coefficient; Bias = Bootstrap bias estimate; SE = Bootstrap standard 
error; CI (lower, upper) = confidence interval (lower limit, upper limit). * p Value is significant. 
3.2. Stigmatising Attitudes and Recognition of PTSD as Dawood’s Main Problem 
Fifty-one percent of participants correctly identified PTSD. Logistic regression 
models revealed significant results for personal stigma subscales, but not for Social 
Distance. For every single level increase in I-would-not-tell-anyone, the odds of correctly 
identifying PTSD decreased by a factor of 0.44 (95% CI = 0.23, 0.84, p = 0.013). For every 
single level increase in Weak-not-sick, the odds of correctly identifying PTSD decreased 
by a factor of 0.82 (95% CI = 0.68, 0.99, p = 0.039). For every single level increase in 
Dangerous/unpredictable, the odds of correctly identifying PTSD decreased by a factor of 
0.77 (95% CI = 0.59, 0.99, p = 0.042). After adjusting for age and gender, significant results 
were retained for I-would-not-tell-anyone (Table 4). 
Table 4. Odds ratios of eight logistic regression analyses of predictors of correct recognition of PTSD and endorsement of 
a cause as “likely”, adjusted for age and gender. 
Variables 
Problem Recognition (Dependent 
Variable) 
Cause (Dependent Variable) 
Personal stigma subscales and Social 
distance scale 
(independent variables) 
Correct recognition of PTSD  
(95% CI lower, upper) 
“being a person of weak character” 




Social Distance scale 
0.48 * (0.25, 0.94) 
0.88 (0.71, 1.10) 
0.83 (0.63, 1.10) 
1.00 (0.77, 1.29) 
2.52 * (1.17, 5.44) 
1.32 * (1.03, 1.68) 
1.46 * (1.06, 2.02) 
0.99 (0.76, 1.30) 
Note. Only causes that yielded statistically significant results are presented; Regressions presented are adjusted for age 
and gender; CI lower, upper = confidence interval lower limit, upper limit for odds ratio. * p < 0.05. 
3.3. Stigmatising Attitudes and Beliefs about Causes for Developing Mental Illness 
The cause “being a person of weak character” was endorsed as “likely” by 43.1% of 
participants. Logistic regression analyses for the cause “being a person of weak character” 
and personal stigma subscales revealed significant results. For every single level increase 
in I-would-not-tell-anyone, the odds of rating “being a person of weak character” as a 
“likely” cause increased by a factor of 2.49 (95% CI = 1.26, 4.95, p = 0.009). Additionally, 
for every single level increase in Weak-not-sick, the odds of rating “being a person of weak 
character” as a “likely” cause increased by a factor of 1.45 (95% CI = 1.16, 1.80, p = 0.001). 
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Finally, for every single level increase in Dangerous/unpredictable, the odds of rating 
“being a person of weak character” as a “likely” cause increased by a factor of 1.58 (95% 
CI = 1.17, 2.14, p = 0.003). After adjusting for age and gender, significant results were 
retained (Table 4). 
4. Discussion 
This preliminary study sought to explore mental illness stigma and associated factors 
among Arabic-speaking leaders. As expected, females were shown to have lower Weak-
not-sick scores compared to males. An increase in age of one year was associated with an 
increase in Weak-not-sick and Social distance scores. In terms of problem recognition, a 
central component of good MHL, the odds of correctly identifying PTSD decreased for 
every single level increase in personal stigma. After adjusting for age and gender, the odds 
of correctly identifying PTSD decreased for every single level increase in the I-would-not-
tell-anyone subscale only. Finally, the odds of selecting “being a person of weak 
character” as a cause increased for every single level increase in personal stigma. 
Female leaders were predicted to have lower Weak-not-sick scores compared to male 
leaders. This gender difference in the Weak-not-sick subscale has been reported in the 
general Australian adult population [43]. Further, females compared to males, have been 
shown to have lower stigmatising attitudes in a Lebanese sample [39] and a Slovakian 
sample [50]. In contrast to the current finding, Arabic-speaking males have been shown 
to have more positive attitudes toward mental illness compared to females (see Zolezzi 
and colleagues [21] for a systematic review). Thus, our findings contribute to the existing 
mixed results among Arabic-speaking individuals which appear to be less conclusive than 
Australian-based research [41]. 
Weak-not-sick was the sole subscale revealing gender differences which may reflect 
the intersectionality of mental illness stigma and male gender roles in Arab society. The 
expression of negative emotional experiences may threaten a male’s capacity to perform 
their expected role as reliable and strong provider for the family unit [12]. Typically, 
disclosure of psychological problems is highly discouraged for males [12,51]. ‘Dawood’s’ 
symptoms appear to have affected his ability to provide for his family as he was portrayed 
as withdrawing from the lives of his children and questioning his life. In one Egyptian 
study, a female displaying symptoms of depression elicited more acceptance as a family 
member than a male [26]. Therefore, male gender roles and expectations in Arab culture 
may have influenced specific attitudes toward mental illness in the current study. 
An increase in age was associated with increased Weak-not-sick scores and a higher 
desire for social distance, after controlling for gender. Older age has been associated with 
more stigmatising attitudes toward mental illness [50,52] and an increased desire for social 
distance [53]. Although preliminary, these findings are especially interesting as a previous 
study with male Arab Catholic clerics in Lebanon was unable to detect a significant 
relationship between age and attitudes toward PWMI [35]. A relationship between 
stigmatising beliefs about the causes of mental illness in Muslim clerics compared to 
Christian clerics has been demonstrated [34]. Although the current study did not explore 
the relationship between religion, country of origin, and stigma, the socio-demographic 
characteristics of the current study’s participants (e.g., majority of Muslim leaders) may 
have contributed to a difference in findings. This difference may also be related to our use 
of a vignette, allowing for a specific measure of personal stigma toward a character 
portrayed rather than general attitudes toward mental illness. 
Correct recognition was associated with decreased levels of personal stigma. This is 
consistent with the finding that better attitudes toward mental illness was associated with 
more knowledge of mental illness in a Lebanese sample [39]. If a label of a specific disorder 
is placed, rather than placing a general label of “mental illness”, this may activate 
knowledge of specific treatments or steps to take to treat the illness and relate to beneficial 
attitudes [15]. To our knowledge, this is the first study to explore the relationship between 
the ability to recognise a specific mental disorder and stigma in Arabic-speaking 
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individuals. Our preliminary findings indicate a necessity for future research to further 
investigate this complex relationship of stigma in Arabic-speaking individuals and across 
various mental disorders. Our finding also suggests initiatives aimed at reducing mental 
illness stigma should consider incorporating training to improve the ability to recognise 
specific mental disorders, as these concepts may be related. 
Personal stigma was associated with a negative belief that being a weak person is a 
cause for developing a problem like Dawood’s. Similarly, the belief in a weak personality 
as a cause for various mental disorders was associated with higher scores on personal 
stigma in an Australian national survey [54]. Almost two-thirds of Iraqi individuals 
believed personal weakness is the cause of mental illness [55]. Endorsing weakness of 
character as a cause of mental illness is indicative of a dominant negative stereotype of 
mental illness and linked to low MHL [41,56]. This finding may be reflective of Arab 
cultural beliefs that link negative emotional expression with weakness, especially if such 
expression damages the family’s social standing and elicits public stigma [10,57]. 
Among refugee men, self-stigma for seeking help was a significant barrier to seeking 
help from not only formal sources but also from informal community sources [58]. If an 
individual chooses to first seek help from a leader, it is crucial leaders are aware of the 
vulnerabilities associated with seeking help [59]. The knowledge that such individuals are 
likely in the process of navigating their self-worth and identity in the context of 
experiencing a mental illness in a patriarchal society and strong adherence to masculine 
ideals should be imparted in any educational initiatives. 
4.1. Limitations and Strengths 
The current study’s limitations include a cross-sectional design which does not allow 
for causal explanations and the risk of social desirability as participants were leaders 
within the refugee community. Notably, the small sample size is a limitation in the current 
study, and future research with larger sample size is required to confirm the current 
findings. Participants were also individuals who actively sought MHL training. With 
regard to strengths, the use of a vignette allowed adaption to ensure a culturally sensitive 
measure to assess MHL. Research on MHL is primarily conducted using measures 
tapping into the Western biomedical conceptualisation of mental illness. Previous studies 
have resulted in conclusions of low MHL among culturally diverse populations including 
Arabic-speaking individuals despite lacking consideration of cultural perspectives on 
beliefs and treatment knowledge [12]. Evidently, the participants in our study reside in 
Western society. However, this does not entirely diminish the findings as contributing to 
our knowledge of MHL among culturally diverse populations. 
4.2. Constraints on Generality 
Arabic-speaking individuals are not a homogenous group and readers must keep the 
socio-demographic characteristics of the participants depicted in Table 1 in mind when 
generalising the findings. For example, our participants reside in Australia, a Western 
society, which may limit the generalisability of the current findings to Arabic-speaking 
leaders in Eastern societies. Further, refugee and humanitarian entrants in NSW have 
largely settled in the South Western Sydney local health district meaning the leaders in 
the current study may have higher exposure to refugees compared to leaders in other local 
health districts in NSW [60]. 
The results of the current study likely depend on the materials used. Our measure of 
MHL and stigmatising attitudes was limited to one vignette depicting a married male who 
is a father experiencing a specific mental disorder, PTSD. Readers should be cautious 
about generalising the findings as stigmatising attitudes and mental health literacy may 
vary depending on the character depicted in the vignette. For example, gender has been 
reported to moderate mental illness stigma [61]. Future research should utilise vignettes 
that depict individuals of various socio-demographic characteristics and types of mental 
Int. J. Environ. Res. Public Health 2021, 18, 7991 10 of 13 
 
 
illness. The findings of such studies will further inform specific target areas for reducing 
stigma through educational initiatives for Arabic-speaking leaders. 
4.3. Clinical Implications 
The mental health beliefs of the leaders in our study may represent a challenge to 
treatment adherence. Psychologists are encouraged to adopt a multilevel approach and 
collaborate with the client’s family, religious, and community leaders. Psychologists 
should be willing to reach out to leaders within their client’s community to develop 
insight into and a shared understanding of their client’s worldview. Psychologists should 
be aware of the limitations of Western-based models underpinning cognitive-behavioural 
interventions when applied to Arabic-speaking individuals [62]. Such Western-based 
models may be different from the conceptualisations of mental illness Arabic-speaking 
refugees and their leaders possess. Challenging cognitive distortions and faulty beliefs 
posited to maintain symptoms of mental illness are core tools used in cognitive-
behavioural therapy [63]. However, if clients are exposed to mental health beliefs from 
their leaders such as an experience of depression represents a test in life, an opportunity 
to cleanse and become more religious, as noted by a leader in Youssef and Deane’s [14] 
study, challenging this thinking is likely to mismatch the client’s worldview and they may 
feel misunderstood. Rather than challenging such beliefs, psychologists should be 
sensitive to these issues and deliver interventions that work alongside how Arabic-
speaking refugee communities view and respond to mental illness, encompassing their 
cultural and religious beliefs. 
5. Conclusions 
Our preliminary findings lay the groundwork for future research by exploring 
factors associated with stigma among Arabic-speaking religious and community leaders. 
Leaders have immense potential to influence help-seeking and foster helpful attitudes 
toward mental illness. Our findings indicate an urgent need for future larger-scale 
research to further elucidate stigma, thereby, refining stigma reduction initiatives among 
Arabic-speaking leaders. 
Author Contributions: Conceptualization, S.S.-Y.; Data curation, S.S.-Y.; Formal analysis, K.K.-B., 
R.T. and S.S.-Y.; Funding acquisition, S.S.-Y.; Investigation, S.S.-Y.; Methodology, S.S.-Y.; Project 
administration, S.S.-Y.; Supervision, S.S.-Y.; Writing–original draft, K.K.-B., R.T. and S.S.-Y.; 
Writing–review and editing, K.K.-B. and S.S.-Y. All authors have read and agreed to the published 
version of the manuscript. 
Funding: This research was funded by the South Western Sydney Primary Health Network 
(SWSPHN) to Western Sydney University through the Fairfield City Health Alliance Health 
Literacy Working Group. 
Institutional Review Board Statement: The study was conducted according to the guidelines of the 
National Statement on Ethical Conduct in Human Research (2007) and was approved by the South 
Western Sydney Health Local District Research Ethics Committee (reference number 
2019/ETH12040), jointly with Western Sydney University (H13411) provided approval of the 
research on the 1 August 2019. 
Informed Consent Statement: Informed consent was obtained from all of the subjects involved in 
the study. Participants provided informed consent to participate in the study and for their data to 
be used in the research. Informed consent was obtained from participants when they attended the 
MHL training workshop and completed the pre-intervention survey. 
Data Availability Statement: We would like to acknowledge that data from each participant in this 
study cannot be shared in order to comply with the protocols approved by the South Western 
Sydney Local Health District and Western Sydney University Human Research Ethics Committees. 
Acknowledgments: We would like to thank all of the participants from the Arabic-speaking 
community who participated in the study. 
Int. J. Environ. Res. Public Health 2021, 18, 7991 11 of 13 
 
 
Conflicts of Interest: The authors declare no conflict of interest. 
References 
1. Department of Home Affairs. Australia’s Offshore Humanitarian Program: 2018–19. Available online: 
https://www.homeaffairs.gov.au/research-and-stats/files/australia-offshore-humanitarian-program-2018-19.pdf (accessed on 
22 July 2021). 
2. Federation of Ethnic Communities’ Councils of Australia. Australia’s Growing Linguistic Diversity an Opportunity for a 
Strategic Approach to Language Services Policy and Practice. Available online: http://fecca.org.au/wp-
content/uploads/2016/09/feccalanguagesreport.pdf (accessed on 21 July 2021). 
3. Keyes, E.F. Mental health status in refugees: An integrative review of current research. Issues Ment. Health Nurs. 2000, 21, 397–
410, doi:10.1080/016128400248013. 
4. Steel, Z.; Chey, T.; Silove, D.; Marnane, C.; Bryant, R.A.; Van Ommeren, M. Association of torture and other potentially traumatic 
events with mental health outcomes among populations exposed to mass conflict and displacement: A systematic review and 
meta-analysis. JAMA 2009, 302, 537–549, doi:10.1001/jama.2009.1132. 
5. Slewa-Younan, S.; Uribe Guajardo, M.G.; Heriseanu, A.; Hasan, T. A systematic review of post-traumatic stress disorder and 
depression amongst Iraqi refugees located in Western countries. J. Immigr. Minor. Health 2015, 17, 1231–1239, doi:10.1007/s10903-
014-0046-3. 
6. Australian Bureau of Statistics. National Survey of Mental Health and Wellbeing: Summary of Results. (Report No. 4326.0). 
Available online: https://www.ausstats.abs.gov.au/ausstats/subscriber.nsf/0/6AE6DA447F985FC2CA2574EA00122BD6/$File/ 
National%20Survey%20of%20Mental%20Health%20and%20Wellbeing%20Summary%20of%20Results.pdf (accessed on 22 
July 2021). 
7. Bogic, M.; Njoku, A.; Priebe, S. Long-term mental health of war-refugees: A systematic literature review. BMC Int. Health Hum. 
Rights 2015, 15, 29, doi:10.1186/s12914-015-0064-9. 
8. De Anstiss, H.; Ziaian, T.; Procter, N.; Warland, J.; Baghurst, P. Help-seeking for mental health problems in young refugees: A 
review of the literature with implications for policy, practice, and research. Transcult. Psychiatry 2009, 46, 584–607, 
doi:10.1177/1363461509351363. 
9. Slewa-Younan, S.; Mond, J.; Bussion, E.; Mohammad, Y.; Uribe Guajardo, M.G.; Smith, M.; Milosevic, D.; Lujic, S.; Jorm, A.F. 
Mental health literacy of resettled Iraqi refugees in Australia: Knowledge about posttraumatic stress disorder and beliefs about 
helpfulness of interventions. BMC Psychiatry 2014, 14, 320, doi:10.1186/s12888-014-0320-x. 
10. Al-Darmaki, F.R. Attitudes towards seeking professional psychological help: What really counts for United Arab Emirates 
university students? Soc. Behav. Personal. 2003, 31, 497–508, doi:10.2224/sbp.2003.31.5.497. 
11. Al-Krenawi, A.; Graham, J.R. Social work and Koranic mental health healers. Int. Soc. Work 1999, 42, 53–65, 
doi:10.1177/002087289904200106. 
12. Byrow, Y.; Pajak, R.; Specker, P.; Nickerson, A. Perceptions of mental health and perceived barriers to mental health help-
seeking amongst refugees: A systematic review. Clin. Psychol. Rev. 2020, 75, 101812, doi:10.1016/j.cpr.2019.101812. 
13. Jorm, A.F.; Korten, A.E.; Jacomb, P.A.; Christensen, H.; Rodgers, B.; Pollitt, P. “Mental health literacy”: A survey of the public’s 
ability to recognise mental disorders and their beliefs about the effectiveness of treatment. Med. J. Aust. 1997, 166, 182–186, 
doi:10.5694/j.1326-5377.1997.tb140071.x. 
14. Youssef, J.; Deane, F.P. Factors influencing mental-health help-seeking in Arabic-speaking communities in Sydney, Australia. 
Ment. Health Relig. Cult. 2006, 9, 43–66, doi:10.1080/13674670512331335686. 
15. Jorm, A.F. Mental health literacy: Empowering the community to take action for better mental health. Am. Psychol. 2012, 67, 
231–243, doi:10.1037/a0025957. 
16. Corrigan, P. How stigma interferes with mental health care. Am. Psychol. 2004, 59, 614–625, doi:10.1037/0003-066X.59.7.614. 
17. El-Islam, M.F. Arab culture and mental health care. Transcult. Psychiatry 2008, 45, 671–682, doi:10.1177/1363461508100788. 
18. Al-Adawi, S.; Dorvlo, A.S.; Al-Ismaily, S.S.; Al-Ghafry, D.A.; Al-Noobi, B.Z.; Al-Salmi, A.; Burke, D.T.; Shah, M.K.; Ghassany, 
H.; Chand, S.P. Perception of and attitude towards mental illness in Oman. Int. J. Soc. Psychiatry 2002, 48, 305–317, 
doi:10.1177/002076402128783334. 
19. Hamdan-Mansour, A.M.; Wardam, L.A. Attitudes of Jordanian mental health nurses toward mental illness and patients with 
mental illness. Issues Ment. Health Nurs. 2009, 30, 705–711, doi:10.1080/01612840903131792. 
20. Slewa-Younan, S.; Nguyen, T.; Al-Yateem, N.; Rossiter, R.; Robb, W. Causes and risk factors for common mental illnesses: The 
beliefs of paediatric hospital staff in the United Arab Emirates. Int. J. Ment. Health Syst. 2020, 14, 35, doi:10.1186/s13033-020-
00367-6. 
21. Zolezzi, M.; Alamri, M.; Shaar, S.; Rainkie, D. Stigma associated with mental illness and its treatment in the Arab culture: A 
systematic review. Int. J. Soc. Psychiatry 2018, 64, 597–609, doi:10.1177/0020764018789200. 
22. Al-Krenawi, A.; Graham, J.R.; Dean, Y.Z.; Eltaiba, N. Cross-national study of attitudes towards seeking professional help: 
Jordan, United Arab Emirates (UAE) and Arabs in Israel. Int. J. Soc. Psychiatry 2004, 50, 102–114, doi:10.1177/0020764004040957. 
23. Alhomaizi, D.; Alsaidi, S.; Moalie, A.; Muradwij, N.; Borba, C.P.C.; Lincoln, A.K. An exploration of the help-seeking behaviors 
of Arab-Muslims in the US: A socio-ecological approach. J. Muslim Ment. Health 2018, 12, 19–48, 
doi:10.3998/jmmh.10381607.0012.102. 
Int. J. Environ. Res. Public Health 2021, 18, 7991 12 of 13 
 
 
24. Papadopoulos, C.; Foster, J.; Caldwell, K. ‘Individualism-collectivism’ as an explanatory device for mental illness stigma. 
Community Ment. Health J. 2013, 49, 270–280, doi:10.1007/s10597-012-9534-x. 
25. Abolfotouh, M.A.; Almutairi, A.F.; Almutairi, Z.; Salam, M.; Alhashem, A.; Adlan, A.A.; Modayfer, O. Attitudes toward mental 
illness, mentally ill persons, and help-seeking among the Saudi public and sociodemographic correlates. Psychol. Res. Behav. 
Manag. 2019, 12, 45–54, doi:10.2147/PRBM.S191676. 
26. Coker, E.M. Selfhood and social distance: Toward a cultural understanding of psychiatric stigma in Egypt. Soc. Sci. Med. 2005, 
61, 920–930, doi:10.1016/j.socscimed.2005.01.009. 
27. Tabassum, R.; Macaskill, A.; Ahmad, I. Attitudes towards mental health in an urban Pakistani community in the United 
Kingdom. Int. J. Soc. Psychiatry 2000, 46, 170–181, doi:10.1177/002076400004600303. 
28. Scull, N.C.; Khullar, N.; Al-Awadhi, N.; Erheim, R. A qualitative study of the perceptions of mental health care in Kuwait. Int. 
Perspect. Psychol. Res. Pract. Consult. 2014, 3, 284–299, doi:10.1037/ipp0000023. 
29. Savaya, R. The under-use of psychological services by Israeli Arabs: An examination of the roles of negative attitudes and the 
use of alternative sources of help. Int. Soc. Work 1998, 41, 195–209, doi:10.1177/002087289804100207. 
30. Abu-Ras, W.M. Barriers to services for Arab immigrant battered women in a Detroit suburb. J. Soc. Work Res. Eval. 2003, 4, 49–
66. 
31. Parslow, R.A.; Jorm, A.F. Who uses mental health services in Australia? An analysis of data from the National Survey of Mental 
Health and Wellbeing. Aust. N. Z. J. Psychiatry 2000, 34, 997–1008, doi:10.1080/000486700276. 
32. Aloud, N.; Rathur, A. Factors affecting attitudes towards seeking and using formal mental health and psychological services 
among Arab Muslim populations. J. Muslim Ment. Health 2009, 4, 79–103, doi:10.1080/15564900802487675. 
33. Mackie, F. Structure, Culture and Religion in the Welfare of Muslim Families: A Study of Immigrants Turkish and Lebanese Men and 
Women and their Families living in Melbourne; Australian Government Publishing Service: Canberra, Australia, 1983. 
34. Youssef, J.; Deane, F.P. Arabic-speaking religious leaders’ perceptions of the causes of mental illness and the use of medication 
for treatment. Aust. N. Z. J. Psychiatry 2013, 47, 1041–1050, doi:10.1177/0004867413499076. 
35. Aramouny, C.; Kerbage, H.; Richa, N.; Rouhana, P.; Richa, S. Knowledge, attitudes, and beliefs of Catholic clerics’ regarding 
mental health in Lebanon. J. Relig. Health 2020, 59, 257–276, doi:10.1007/s10943-019-00758-1. 
36. Abu-Ras, W.; Gheith, A.; Cournos, F. The Imam’s role in mental health promotion: A study at 22 Mosques in New York City’s 
Muslim community. J. Muslim Ment. Health 2008, 3, 155–176, doi:10.1080/15564900802487576. 
37. Ali, O.M.; Milstein, G.; Marzuk, P.M. The Imam’s role in meeting the counseling needs of Muslim communities in the United 
States. Psychiatr. Serv. 2005, 56, 202–205, doi:10.1176/appi.ps.56.2.202. 
38. Slewa-Younan, S.; Rioseco, P.; Uribe Guajardo, M.G.; Mond, J. Predictors of professional help-seeking for emotional problems 
in Afghan and Iraqi refugees in Australia: Findings from the Building a New Life in Australia database. BMC Public Health 2019, 
19, 1485, doi:10.1186/s12889-019-7673-5. 
39. Abi Doumit, C.; Haddad, C.; Sacre, H.; Salameh, P.; Akel, M.; Obeid, S.; Akiki, M.; Mattar, E.; Hilal, N.; Hallit, S.; et al. 
Knowledge, attitude and behaviors towards patients with mental illness: Results from a national Lebanese study. PLoS ONE 
2019, 14, 0222172, doi:10.1371/journal.pone.0222172. 
40. Kitchener, B.A.; Jorm, A.F. Mental health first aid training: Review of evaluation studies. Aust. N. Z. J. Psychiatry 2006, 40, 6–8, 
doi:10.1080/j.1440-1614.2006.01735.x. 
41. Reavley, N.J.; Morgan, A.J.; Jorm, A.F. Development of scales to assess mental health literacy relating to recognition of and 
interventions for depression, anxiety disorders and schizophrenia/psychosis. Aust. N. Z. J. Psychiatry 2014, 48, 61–69, 
doi:10.1177/0004867413491157. 
42. Slewa-Younan, S.; Uribe Guajardo, M.G.; Mohammad, Y.; Lim, H.; Martinez, G.; Saleh, R.; Sapucci, M. An evaluation of a mental 
health literacy course for Arabic speaking religious and community leaders in Australia: Effects on posttraumatic stress disorder 
related knowledge, attitudes and help-seeking. Int. J. Ment. Health Syst. 2020, 14, 69, doi:10.1186/s13033-020-00401-7. 
43. Yap, M.B.H.; Mackinnon, A.; Reavley, N.; Jorm, A.F. The measurement properties of stigmatizing attitudes towards mental 
disorders: Results from two community surveys. Int. J. Methods Psychiatr. Res. 2014, 23, 49–61, doi:10.1002/mpr.1433. 
44. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, 5th ed.; American Psychiatric 
Association: Arlington, VA, USA, 2013. 
45. Griffiths, K.M.; Christensen, H.; Jorm, A.F.; Evans, K.; Groves, C. Effect of web-based literacy and cognitive-behavioural therapy 
interventions on stigmatising attitudes to depression: Randomised control trial. Br. J. Psychiatry 2004, 185, 342–349, 
doi:10.1192/bjp.185.4.342. 
46. Hart, L.M.; Morgan, A.J.; Rossetto, A.; Kelly, C.M.; Mackinnon, A.; Jorm, A.F. Helping adolescents to better support their peers 
with a mental health problem: A cluster-randomised crossover trial of teen mental health first aid. Aust. N. Z. J. Psychiatry 2018, 
52, 638–651, doi:10.1177/0004867417753552. 
47. Uribe Guajardo, M.G.; Kelly, C.; Bond, K.; Thomson, R.; Slewa-Younan, S. An evaluation of the teen and youth mental health 
first aid training with a CALD focus: An uncontrolled pilot study with adolescents and adults in Australia. Int. J. Ment. Health 
Syst. 2019, 13, 73, doi:10.1186/s13033-019-0329-0. 
48. Link, B.; Phelan, J.; Bresnahan, M.; Stueve, A.; Pescosolido, B. Public conceptions of mental illness: Labels, causes, 
dangerousness, and social distance. Am. J. Public Health 1999, 89, 1328–1333, doi:10.2105/ajph.89.9.1328. 
49. Lauber, C.; Nordt, C.; Falcato, L.; Rössler, W. Factors influencing social distance toward people with mental illness. Community 
Ment. Health J. 2004, 40, 265–274, doi:10.1023/b:comh.0000026999.87728.2d. 
Int. J. Environ. Res. Public Health 2021, 18, 7991 13 of 13 
 
 
50. Letovancová, K.; Kovalčíková, N.; Dobríková, P. Attitude of society towards people with mental illness: The result of national 
survey of the Slovak population. Int. J. Soc. Psychiatry 2017, 63, 255–260, doi:10.1177/0020764017696334. 
51. Misra, T.; Connolly, A.M.; Majeed, A. Addressing mental health needs of asylum seekers and refugees in a London Borough: 
Epidemiological and user perspectives. Prim. Health Care Res. Dev. 2006, 7, 241–248, doi:10.1191/1463423606pc293oa. 
52. Aznar-Lou, I.; Serrano-Blanco, A.; Fernández, A.; Luciano, J.V.; Rubio-Valera, M. Attitudes and intended behaviour to mental 
disorders and associated factors in catalan population, Spain: Cross-sectional population-based survey. BMC Public Health 2015, 
16, 127, doi:10.1186/s12889-016-2815-5. 
53. Parcesepe, A.M.; Cabassa, L.J. Public stigma of mental illness in the United States: A systematic literature review. Adm. Policy 
Ment. Health 2013, 40, 384–399, doi:10.1007/s10488-012-0430-z. 
54. Reavley, N.J.; Jorm, A.F. Association between beliefs about the causes of mental disorders and stigmatising attitudes: Results 
of a national survey of the Australian public. Aust. N. Z. J. Psychiatry 2014, 48, 764–771, doi:10.1177/0004867414528054. 
55. Sadik, S.; Bradley, M.; Al-Hasoon, S.; Jenkins, R. Public perception of mental health in Iraq. Int. J. Ment. Health Syst. 2010, 4, 26, 
doi:10.1186/1752-4458-4-26. 
56. Corrigan, P.W.; Watson, A.C. The paradox of self-stigma and mental illness. Clin. Psychol. 2002, 9, 35–53, 
doi:10.1093/clipsy.9.1.35. 
57. Vally, Z.; Cody, B.L.; Albloshi, M.A.; Alsheraifi, S.N.M. Public stigma and attitudes toward psychological help-seeking in the 
United Arab Emirates: The mediational role of self-stigma. Perspect. Psychiatr. Care 2018, 54, 571–579, doi:/10.1111/ppc.12282. 
58. Byrow, Y.; Pajak, R.; McMahon, T.; Rajouria, A.; Nickerson, A. Barriers to mental health help-seeking amongst refugee men. Int. 
J. Environ. Res. Public Health 2019, 16, 2634, doi:10.3390/ijerph16152634. 
59. Uribe Guajardo, M.G.; Slewa-Younan, S.; Santalucia, Y.; Jorm, A.F. Important considerations when providing mental health first 
aid to Iraqi refugees in Australia: A Delphi study. Int. J. Ment. Health Syst. 2016, 10, 54, doi:10.1186/s13033-016-0087-1. 
60. Refugee Council of Australia. Humanitarian Entrants in New South Wales: A Resource for New South Wales Government 
Agencies. Available online: https://www.refugeecouncil.org.au/humanitarian-entrants-new-south-wales/ (accessed on 22 July 
2021). 
61. Wirth, J.H.; Bodenhausen, G.V. The role of gender in mental-illness stigma: A national experiment. Psychol. Sci. 2009, 20, 169–
173, doi:10.1111/j.1467-9280.2009.02282.x. 
62. Christopher, J.C.; Wendt, D.C.; Marecek, J.; Goodman, D.M. Critical cultural awareness: Contributions to a globalizing 
psychology. Am. Psychol. 2014, 69, 645–655, doi:10.1037/a0036851. 
63. Beck, J.S.; Beck, A.T. Cognitive Behavior Therapy: Basics and Beyond, 2nd ed.; Guilford: New York, NY, USA, 2011. 
